Objective: According to ICD-10, the diagnosis of unspecified mood disorder (UMD), coded 'F39,' is used when there is insufficient or contradictory information about the patient and the symptoms of mood disorder are not sufficient to diagnose a specific mood disorder. Information about the frequency, diagnostic validity and continuity of this diagnosis is unsatisfactory. Therefore, we aimed to evaluate the prevalence and diagnostic continuity of this diagnosis among individuals diagnosed with UMD in our outpatient clinic.
INTRODUCTION
Diagnostic stability can be defined as the degree to which a diagnosis is confirmed during repeated assessments (1) . While modern classifications of mental disorders facilitate communication between clinicians and researchers, the validity of diagnoses and the boundaries between groups of diagnoses have also caused concerns (2) . A number of studies have addressed the insufficient stability and continuity of diagnoses made according to the American Psychiatric Association's Diagnostic and Statistical Manual for Mental Disorders (DSM) and the World Health Organization's International Classification of Disease (ICD) (3) (4) (5) (6) (7) (8) (9) . As reasons for the insufficient stability and continuity, we can list the non-applicability to subthreshold symptoms, the impossibility of longitudinal assessment, a comorbidity of substance abuse, onset age, and the similarity of the symptom sets of different disorders (8, 10) . The DSM-IV uses the diagnosis "mood disorder not otherwise specified" (MD-NOS) for conditions where mood symptoms are present without meeting the criteria for the diagnosis of a specific mood disorder and for situations where the decision between depressive and bipolar disorders is hard to make (11) . The ICD-10 uses the term "unspecified mood disorder" (code 'F39') as a last resort in cases considered to be mood disorders where no other diagnosis can be applied (12) . After a follow-up of 4 years, for schizophrenia and bipolar disorder according to ICD-10 and DSM-IV a diagnostic stability of 80-100% has been established (13) (14) (15) (16) (17) . For mood disorders, a study following 10,016 outpatients found a retrospective diagnostic stability of 55.6% (9) .
Mood disorders manifest with recurrent attacks and show a chronic course. For long-term treatment and follow-up, a correct psychiatric diagnosis during the illness process is of great importance (11) . In clinical practice, however, psychiatric diagnoses tend to change for a variety of reasons. Among these reasons are problems with the reliability of diagnostic methods, incomplete or inaccurate information recorded at first examination, and changes in the clinical characteristics over the course of the disease (14) . A follow-up study examining the diagnostic stability of depressive disorder according to ICD-10 found that in the 39,741 patients diagnosed with depressive disorder, the diagnosis of 56% had changed (18) . Another similar study established that 30% of diagnoses of bipolar disorder changed during the follow-up period (7) . In studies with adolescents diagnosed with bipolar disorder-not otherwise specified, at the end of 2, 4, and 5 years' follow-up a conversion to the diagnosis bipolar disorder I or II was found in 25, 38, and 45%, respectively (17) (18) (19) . Diagnostic stability is an important measure for the reliability and validity of psychiatric diagnoses. Pharmacological and psychosocial interventions can change depending upon the diagnosis that has been given (3, 20) . Reaching diagnostic validity for the diagnosis of UMD according to ICE and measuring diagnostic inconsistencies appears to be important for finding a suitable long-term therapy for the condition. Aim of our study is to assess the diagnostic continuity of patients diagnosed with UMD and to examine the correlation between final diagnosis and demographic data.
METHOD
In our study, we assessed patients who had presented to the psychiatric policlinic of Canakkale 18 March University's Health Application and Research Hospital between January 2011 and December 2017, receiving a baseline diagnosis of UMD. As the study was only a retrospective patient record review and analysis, ethics committee approval was not sought, but institutional permission was received. Criteria for inclusion in the analysis were having presented at least two more times to psychiatry after the initial consultation (not only for provision of drugs) and not having had any previous psychiatric consultation before receiving the diagnosis of UMD. The reason for requiring having attended the psychiatric policlinic at least three times was the consideration that this was the minimum number of consultations for an assessment of diagnostic continuity. Of the retrospectively reviewed files with a baseline diagnosis of UMD, a total of 48 individual cases were included in the analysis. Four cases who had previously attended the policlinic of a different institution and 3 cases who had presented less than 3 times to the psychiatric policlinic were excluded from the evaluation.
Statistical Analysis
The data of our study were analyzed using SPSS version 19.0. In reporting the data, we used number, percentage, mean value, standard deviation, and median, minimum, and maximum values. Normal distribution was tested using Shapiro-Wilk test. For a comparison of age and follow-up period between groups with UMD and other mental illnesses which did not follow normal distribution, Mann-Whitney U-test was used. For a comparison of sex, level of education, and marital status between groups with UMD and other mental illnesses, chi-square test was used. In analyzing factors affecting the final diagnosis, logistic regression analysis with an enter model was applied. The dependent variable was diagnostic continuity, while the independent variables included use of antidepressants, antipsychotics, and mood stabilizers, duration of follow-up, age, and change in therapy. For statistical significance, a value of p<0.05 was accepted.
RESULTS

S a m p l e S o c i o d e m o g r a p h i c a n d C l i n i c a l Characteristics
The mean age of the 48 patients enrolled in the study was 38.4±14.5 years (min: 17, max: 67). Around two thirds of the participants were women. Of the participants, 29.2% (n=14) were single, 58.3% (n=28) were married. Almost half of the participants had graduated from high school ( Table 1) . Ten point four per cent of the study participants presented 3 times to the policlinic, 58.4% were seen between 4 and 9 times, and 31.2% 10 or more times.
Evaluation of Diagnostic Continuity and Correlation with Demographic Variables
The patients' final diagnoses were UMD (n=20, 41.7%), depressive disorder (n=12, 25%), bipolar disorder (n=8, 16.7%), anxiety disorder (n=5, 10.3%), and psychosis (n=1, 2.1%), while in 2 cases (4.2%), no active psychopathology was found ( Table 2 ). The mean age of patients with a diagnosis of UMD was 36.3±15.3 years, mean age of patients with other mental illnesses 40. 0±13.9 years; the age difference between the groups was not statistically significant (p=0.391). No statistically significant differences between patients with UMD and groups with other mental illnesses were found for sex (p=0.461), level of education (p=0.560), and marital status (p=0.235). The mean duration of follow-up was 8.5±10.7 months for patients with a diagnosis of UMD and 18.2±14.8 months for patients diagnosed with other mental illnesses, and the difference between the groups was not statistically significant (p=0007).
The most common initial treatment for individuals diagnosed with UMD was using antidepressants (54.2%), with antipsychotics (18.8%) being in second place. Interestingly, in the final treatment, while 47.9% received antidepressants, the use of combination therapy increased (Table 3) . However, 60.4% of the participants had not changed between initial and final treatment.
The risk factors for a diagnostic change were assessed using logistic regression analysis. The dependent value was the presence or absence of UMD as the final diagnosis. Independent variables were the use of antidepressants, antipsychotics, and mood stabilizers being started in baseline treatment, change between initial and final treatment, and follow-up period (in months). The analysis showed that with increasing follow-up time, the diagnosis of UMD decreased (OR: 0.904; 95% CI 0.832-0.982) ( Table 4 ).
DISCUSSION
The number of studies investigating the diagnostic continuity of unspecified mood order is very limited, which means that there are not enough data to compare with our results. A study by Baca-Garcia et al. (9) reported a general diagnostic continuity for mood disorders of 55.6%. Various studies found a diagnostic continuity for bipolar disorder between 49 and 93.5% (5,7,9,13,15) and for major depressive disorder of 44-84.8% (5, 9, 16, 21, 22) . A study observing long-term change in the most common psychiatric diagnoses evaluated the diagnoses of 485 patients (13) . At first consultation, the most frequent diagnoses were bipolar disorder (48.5%) and major depressive disorder (18.8%), 16 .6% retrospective stability). A study examining the prospective stability of DSM-IV diagnoses showed that after two years' follow-up, diagnoses remained the same for 79% of patients with major depressive disorder, 89.3% for bipolar disorder, and 86.9% of patients diagnosed with schizophrenia (14) . In our study, the diagnosis for UMD remained unchanged for 41.7% of patients; the diagnostic continuity for UMD was lower than for other mental illnesses such as bipolar disorder and depressive disorder. An explanation may be that most other psychiatric symptoms require categorical assessment and longitudinal evaluation; therefore, clinicians may tend to assign ambiguous "temporary" or "interim" diagnoses such as NOS or "unspecified." Another possibility to consider is that clinicians may shy away from stigmatization and try to avoid making permanent diagnoses. The difference in diagnostic continuity between mood disorders may be related to various reasons, such as the studies' follow-up periods, sex, mean age, and measuring instruments used (8, 10) . Our study data are the result of different psychiatric physicians' assessments over a period of 6 years of follow-up. Not only were the assessments carried out by different doctors, but the duration of follow-up also varied, and the attitude and cooperation of patients' families may also be considered factors that could affect diagnostic continuity.
Of the patients diagnosed with UMD in our study, 25% changed to depressive disorder and 16.7% to bipolar disorder. A study following adolescents with a diagnosis of NOS bipolar disorder found a rate of conversion to a diagnosis of bipolar disorder after 5 years' follow-up of 45% (19) , while another study with a follow-up period of 10 years showed that 76% of individuals with a diagnosis of bipolar disorder with psychotic features received the same diagnosis again after 10 years of follow-up, and 4% of the patients diagnosed at baseline with schizophrenia and 13% of those diagnosed with major depression with psychotic features converted to a diagnosis of bipolar disorder (23) . The same study reported that 4.5% of persons with a baseline diagnosis of schizophrenia and 3.6% of those with a diagnosis of bipolar disorder with psychotic features converted to a diagnosis of major depression with psychotic features. As our study sample consisted of individuals with a high probability of being on the bipolar disorder and depressive disorder spectrum, it is unsurprising that diagnostic conversion occurred mostly towards these two disorders.
Another finding of our study is that individuals with a final diagnosis of UMD have been followed for a shorter period than other patients: Patients with a diagnosis of UMD were on average followed for 8 months, while the average follow-up period for other diagnostic categories was 18 months. A study evaluating the diagnostic consistency of the baseline diagnosis unspecified psychotic disorder over 4 years followed individuals with a final diagnosis of unspecified psychotic disorder for 21 months on average (24). The same study followed patients with a final diagnosis of schizophrenia for an average 29 and persons with mood disorder for an average of 25 months. The follow-up period for persons with a final diagnosis of UMD in our study was shorter than that in the literature. A longer follow-up for the diagnosis of UMD might reduce clinicians' concerns to assign a more distinctive diagnosis. Another possible explanation for the shorter follow-up period of patients with a final diagnosis of UMD compared to other disorders is that they may not have continued the outpatient follow-up. A study following the therapeutic process of mood disorders reported that factors such as a comorbidity of personality disorder or the absence of an early response to treatment may lead patients to abandon the therapy without being followed for a sufficient period (25) . The fact that comorbidities of the patients in our study were not assessed and sufficient observations of the course of the illness could not be made might account for the shorter follow-up period of patients with UMD. As studies of psychiatric diagnostic continuity focus on more commonly seen diagnoses, we did not find any samples with UMD in the literature. Thus, our study, evaluating the diagnostic continuity of UMD, offers an original contribution to the literature.
We found no correlation between the diagnostic continuity of UMD and age, sex, level of education, and marital state. In this sense, we can consider the sample selection from a single university clinic and the retrospective study design as limitations.
The most important limitation is the low number of cases in our study sample. While not having used a measuring instrument may look like a limitation, all cases have been assessed by clinicians. Another limitation of our study might be that each patient was not assessed by the same doctor during the six-year follow-up process, and the conditions of practice (length, insufficient information received) changed. The impossibility to collect enough data and incomplete sociodemographic data of patients leaving the followup are further limitations. Therefore, to research the continuity and validity of the diagnosis of UMD, follow-up studies with a larger sample would be desirable.
Our study showed that the diagnoses of 41.7% of patients diagnosed with UMD at first admission did not change during the follow-up period. Of those whose diagnoses changed, 25% were then diagnosed with depressive disorder, 16.7% with bipolar disorder, 10.3% with anxiety disorder, and 2.1% (n=1) were diagnosed with psychosis. The follow-up period of UMD patients was significantly reduced, and a correlation between diagnostic continuity of UMD and age, sex, choice and change of therapy, education level, and marital state was not found. Lack of sufficient information about persons diagnosed with UMD and doctors' tendency to choose this diagnosis in cases not completely matching more specific diagnostic criteria may lead to a lower diagnostic continuity compared to mood disorders in general. Therefore, it is essential to revise the diagnosis during follow-up. This study is the first in Turkey with this diagnostic category. There is a need for long-term follow-up studies with a bigger sample that take into account the variables leading to this diagnosis.
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